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Abstract 

Background: Several studies have demonstrated that cardiovascular risk factors play a role in the etiology of breast 
cancer. However, the combined effect of cardiovascular risk factors on the risk of breast cancer is still uncertain.

Methods: Data from the Atherosclerosis Risk in Communities (ARIC) study, a prospective cohort of middle-aged 
women, were used to investigate the association of individual and combined cardiovascular risk factors with breast 
cancer. Cox proportional hazards models were applied to calculate the hazard ratio (HR) and 95% confidence intervals 
(CI).

Results: A total of 7501 women were included. During a mean follow-up of 19.7 years, 576 women were diagnosed 
with breast cancer. White women and premenopausal status were independently associated with increased risk 
of breast cancer. Of the individual cardiovascular risk factors, only obesity was independently associated with an 
increased risk of breast cancer (HR 1.29, 95% CI 1.04–1.61). Compared with women without cardiovascular risk factors, 
women having three or greater, but not those with fewer than three cardiovascular risk factors, had a significantly 
higher risk of developing breast cancer (HR 1.27, 95% CI 1.06–1.53). Subgroup analyses indicated that women with 
three or greater cardiovascular risk factors had higher risk of breast cancer among postmenopausal Black women, but 
not among premenopausal Black and White women.

Conclusions: Combinations of cardiovascular risk factors are associated with increased risk of breast cancer in 
middle-aged women, especially in postmenopausal Black women. Joint interventions to modify cardiovascular risk 
factors could be used to prevent breast cancer in these higher-risk individuals.

Keywords: Cardiovascular disease, Risk factors, Breast cancer, Cohort, Atherosclerosis risk in communities, Incidence, 
Menopause
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Background
Breast cancer is the most common female malignant 
tumor worldwide and comprises 30% of new diagno-
ses among women in the United States, with an esti-
mated incidence of 268,600 in 2019 [1]. The “common 
soil” hypothesis suggests that breast cancer is com-
monly associated with pathogenetic mechanisms and 
predisposing conditions (intermediate phenotypes) or 
risk factors, which are strongly similar to other chronic 
degenerative disorders such as cardiovascular, cer-
ebrovascular and neurodegenerative disease, as if they 
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were emerging from the same piece of earth as distinct 
trees, but with intermingled roots [2]. Recent studies 
have indicated that breast cancer and cardiovascular 
disease share several common risk factors, which are 
potentially modifiable [3]. The American Heart Asso-
ciation (AHA) announced that ideal cardiovascular 
health should achieve accomplish the strategic impact 
goal of reducing deaths from cardiovascular diseases by 
20% by 2020. It is believed that approximately 80% of 
cardiovascular diseases can be prevented through risk 
factor modifications, including current smoking habits, 
obesity, poor healthy diet score, poor physical activity, 
hypercholesterolemia, hypertension and diabetes [4]. 
There is accumulating evidence associating passive and 
active tobacco smoking and breast cancer risk [5]. Obe-
sity is confirmed as an independent breast cancer risk 
factor, specifically in postmenopausal women [6]. Addi-
tionally, there is evidence that a high quality diet and 
lifestyle are associated with a lower likelihood of excess 
body weight, which can reduce risk of breast cancer 
[7]. Touvier et  al. [8] demonstrates a modest but sta-
tistically significant inverse association between total 
cholesterol levels and breast cancer in the first meta-
analysis of prospective studies. Moreover, a case-con-
trol study from Chile revealed that hypertensive women 
experience a 4 - fold increased risk of breast cancer 
[9] and some studies have reported that type 2 diabe-
tes was associated with increased risk of breast cancer 
[10]. Much of the association between cardiovascular 
risk factors and breast cancer suggests a shared biology 
which may provide scope for better prevention, earlier 
detection, and safer treatment strategies including life-
style modification and preventive treatment [11].

Considering the interaction in cardiovascular risk fac-
tors, it is possible that a combination of cardiovascu-
lar risk factors could convey more information than a 
single factor alone. The clinical effects of clustering of 
cardiovascular risk factors on breast cancer incidence 
still remain unknown. In addition, studies have found 
that women who experience a late menopause have an 
increased risk of developing breast cancer [12]. Together 
with the reported racial disparities in breast cancer [13], 
it remains unclear whether the association between car-
diovascular risk factors and breast cancer risk could be 
modified by race/ethnicity and menopausal status.

To address this gap in knowledge, we used data from 
the Atherosclerosis Risk in Communities (ARIC) study 
and performed a secondary analysis to explore the rela-
tionship between independent and combining effects of 
cardiovascular risk factors and breast cancer in women 
from the United States (US) to evaluate the associations 
of risk factors across race/ethnicity and menopausal 
status.

Methods
Study population
The ARIC Study is a prospective cohort study designed to 
investigate atherosclerosis risk factors among four com-
munities in the United States (Forsyth County, NC; Jack-
son, MS; Suburbs of Minneapolis, MN; and Washington 
County, MD). The study objectives, design, sampling 
scheme, and cohort examination procedures have been 
described in detail [14]. In brief, between 1987 and 1989, 
each field center recruited and examined approximately 
4000 subjects aged 45 to 64 years. African American resi-
dents were exclusively recruited in Jackson and oversam-
pled in Forsyth County, whereas participants from the 
other two communities were predominantly white. Sub-
sequently 15,792 individuals interviewed at home and 
then invited to a baseline clinical examination and were 
programmed for follow-up visits every three years (the 
second visit occurred in 1990–1992, the third in 1993–
1995, the fourth in 1996–1998, and the fifth in 2011–
2013). Participants were asked to fast for 12 hours before 
their morning clinic appointments. Fasting blood sam-
ples were drawn from an antecubital vein into vacuum 
tubes, and analyzed at ARIC centralized laboratories. 
Methods for blood collection and processing in ARIC 
have been described in detail [15]. Overall, 75% of poten-
tial participants responded to the home interview. Of 
these potential participants, 65% from the Jackson center 
and > 85% from the other three centers participated the 
baseline clinical examination. For the present analysis, 
we excluded 7082 males. We also excluded 1209 subjects 
who had been diagnosed with breast cancer before the 
recruitment questionnaire. After the above exclusions, 
7501 subjects were included in this analysis (Fig. 1). The 
Institutional Review Board at each participating institu-
tion approved the study protocol and participants pro-
vided written informed consent before enrollment. We 
obtained the cohort data sets from the NIH Biologic 
Specimen and Data Repository Information Coordinat-
ing Center (BioLINCC) [16, 17].

Baseline characteristics
Information regarding age, sex, race/ethnicity, education 
level, income, alcohol drinking habits, and menopausal 
status was obtained through interviews at Visit 1. Edu-
cation level was classified into 3 categories: below high 
school, high school and graduate school, and education 
beyond graduate school. Income (US$ / Year) was clas-
sified into five groups: < 16,000, ≥16,000 to < 25,000, 
≥25,000 to < 35,000, ≥35,000 to < 50,000, and ≥ 50,000. 
For the sub-analysis relative to alcohol drinking hab-
its, participants were grouped into current, former, and 
never alcohol consumers. Menopausal status was defined 
as: primary amenorrhea, premenopause, perimenopause, 
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natural postmenopause, and surgical post-menopause. 
We classified subjects who were premenopausal or 
perimenopausal at baseline into one category which we 
labeled “premenopause” and those with primary amenor-
rhea or natural and surgical menopause at baseline into a 
category labeled “postmenopause”.

Cardiovascular risk factors
In this study, cardiovascular risk factors were defined 
using the American Heart Association definition, and 
included current smoker status, obesity, poor healthy 
diet score, poor physical activity, hypercholesterolemia, 
hypertension and diabetes [4]. (1) Smoking habit was 
self-reported as current, former, or never smoker at 
visit 1; (2) Body mass index (BMI) in kg/m2 was calcu-
lated based on measured weight wearing a scrub suit 
and standing height. The BMI was categorized into four 
groups: underweight (< 18.5), normal (≥18.5 to < 25.0), 
overweight (≥25.0 to < 30.0), and obese (≥30.0) [18]; 
(3) Poor healthy diet score was defined as having 0–1 
components of a healthy diet score, assessed using the 

modified 66-item Harvard Food Frequency questionnaire 
[19]; (4) Poor physical activity was defined as no mod-
erate or vigorous activity. Physical activity was assessed 
using the Baecke Physical Activity Questionnaire, which 
asked participants to report the frequency of involvement 
in up to four sports and walking in the previous year [20]. 
This was converted to minutes per week of moderate or 
vigorous physical activity; (5) Hypercholesterolemia was 
defined as total cholesterol >5.7 mmol/L. Fasting total 
cholesterol was measured by enzymatic methods [15]; 
(6) Hypertension was defined as systolic blood pres-
sure ≥ 140 mmHg, diastolic blood pressure ≥ 90 mmHg, 
or use of antihypertensive medications. Blood pressure 
was taken three times in a seated position using a ran-
dom-zero sphygmomanometer after a 5-min rest. The 
mean of the last two measurements was used for analy-
sis [21]; (7) Diabetes was defined as a fasting glucose level 
of ≥7.0 mmol/L, a non-fasting level of ≥11.1 mmol/L, 
self-reported physician diagnosis of diabetes, or phar-
macological treatment for diabetes. Impaired fasting 
glucose was defined as a fasting glucose level ranging 

Fig. 1 Study flow chart. The Atherosclerosis Risk in Communities (ARIC) Study is a prospective cohort study designed to investigate risk factors for 
atherosclerosis. A total of 15,792 individuals aged 45–64 years were recruited from 1987 to 1989 (Visit 1). We ultimately included 7501 women in this 
analysis and collected related data from Visit 1 to achieve a long-term follow-up
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5.6–6.9 mmol/L. Fasting glucose was measured using the 
hexokinase/glucose-6-phosphate dehydrogenase method 
[15].

Identification of incident breast cancer cases
Cases of incident breast cancer were ascertained from 
1987 through 2013 by linkage to cancer registries and 
supplemented by hospital records. Primary site, date of 
cancer diagnosis, and source of diagnostic information 
were recorded. Information about breast cancer stage or 
histology was not collected.

Statistical analysis
Data were analyzed using the statistical software 
Stata15.0 (STATA Corp, LLC., College Station, TX, USA). 
Statistical tests were two-sided and used a significance 
level of P < 0.05. Baseline characteristics and cardiovascu-
lar risk factors were compared between participants who 
did and did not develop breast cancer. Chi-square tests 
were performed for categorical variables and the Stu-
dent’s t-test was used for continuous variables.

Cox regression was used to assess associations of car-
diovascular risk factors and its components with breast 
cancer risk. Age was set as time scale. Follow-up time 
was defined as the time between the baseline examina-
tion until incident breast cancer, death, loss to follow-up, 
or last follow-up in 2013.

Individual cardiovascular risk factors were tested by 
treating each category as a categorical variable in the 
Cox models. We compared women with and without 
each individual cardiovascular risk factor at baseline. 
Models were constructed as follows: model 1 with no 
adjustments; model 2 adjusted for race/ethnicity (White, 
Black), menopausal status (premenopause, postmeno-
pause); education level (below high school, high school 
and graduate school, and education beyond gradu-
ate school) and income (< 16,000, ≥16,000 to < 25,000, 
≥25,000 to < 35,000, ≥35,000 to < 50,000, and ≥ 50,000). 
Model 3 was adjusted for variables in model 2 plus 
obesity status (underweight, normal, overweight and 
obesity), hypertension (yes, no), diabetes (yes, no), hyper-
cholesterolemia (yes, no), smoking habit (current, former, 
never), healthy diet score (poor, non-poor) and physical 
activity (poor, non-poor).

In order to investigate the association between combi-
nations of cardiovascular risk factors and breast cancer, 
we classified subjects as the obesity group (BMI ≥ 30.0) 
and the non-obesity group (BMI < 30.0). Moreover, we 
categorized subjects who were former and never smokers 
at baseline into one category which we labeled “non-cur-
rent smoker” and those were current smokers at base-
line into a category labeled “current smokers”. Restricted 
cubic splines with three knots were used to plot the 

association between breast cancer incidence and cardio-
vascular risk factors. Next, we calculated the hazard ratio 
(HR) and the 95% confidence interval (CI) of combina-
tions of these cardiovascular risk factors (obesity, smok-
ing, hypertension, diabetes, hypercholesterolemia, poor 
healthy diet score and poor physical activity) using mod-
els 1 and 2.

We also performed stratified analyses and then further 
calculated the association between individual and com-
bined cardiovascular risk factors and breast cancer by 
race/ethnicity and menopausal status.

Results
Patient characteristics
After application of the exclusion criteria, a total of 7501 
women were included in this study. The baseline charac-
teristics stratified by breast cancer incidence during fol-
low-up are shown in Table 1. Follow-up time was defined 
as the time between the baseline examination (Visit 1) 
until the incidence of breast cancer, death, loss to follow-
up, or last follow-up in 2013. In this study cohort, 576 
women were diagnosed with breast cancer (430 White 
and 146 Black). Compared to women without breast 
cancer, White women were more likely to develop breast 
cancer than Black women (P = 0.01). There were no dif-
ferences between cases and non-cases with respect to 
baseline age, BMI, smoking habits, alcohol drinking hab-
its, menopausal status, education level, income, healthy 
diet score and physical activity, or prevalence of hyper-
tension, diabetes, and hypercholesterolemia. In addition, 
blood glucose levels and serum lipid levels were also not 
significantly different between women with and without 
breast cancer.

After a maximum follow-up of 26.1 years and a mean 
of 19.7 ± 6.7 years, a total of 576 cases of breast cancer 
were reported (incidence rate = 3.9 per 1000 person-
years). Table  2 shows the association among clinical 
factors for breast cancer incidence. Overall, only White 
women (HR 1.31, 95% CI 1.05–1.63) and premenopausal 
women (HR 1.50, 95% CI 1.24–1.81) were associated with 
an increased risk of breast cancer after adjusting for mul-
tiple factors. No significant associations were observed 
between serum lipids or blood glucose levels and breast 
cancer in either unadjusted or adjusted models. In addi-
tion, education level and income were also not signifi-
cantly associated with the incidence of breast cancer.

Individual cardiovascular risk factors and breast cancer 
incidence
Table  3 summarizes the HRs for breast cancer diagno-
sis for women with different individual cardiovascu-
lar risk factors. Obese women were more likely to have 
breast cancer than normal weight women (adjusted HR 
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Table 1 Baseline characteristics of the participants by breast cancer incidence during follow-up

Total Breast Cancer Non-Breast Cancer

N = 7501 N = 576 N = 6925 P-Value

Mean(SD)

 Age 53.9 (5.7) 54.3 (5.8) 53.8 (5.7) 0.06

 BMI (kg/m2) 27.9 (6.2) 28.0 (6.2) 27.9 (6.3) 0.61

 Waist-to-hip ratio 0.9 (0.1) 0.9 (0.1) 0.9 (0.1) 0.75

 Blood glucose level (mmol/L) 6.0 (2.5) 6.0 (2.3) 5.9 (2.5) 0.61

 TC (mmol/L) 5.5 (1.4) 5.6 (1.2) 5.5 (1.4) 0.57

 HDL (mmol/L) 1.5 (0.5) 1.5 (0.5) 1.5 (0.5) 0.95

 LDL (mmol/L) 3.4 (1.2) 3.5 (1.1) 3.4 (1.2) 0.47

 TG (mmol/L) 1.4 (0.9) 1.4 (0.7) 1.4 (1.0) 0.88

 ApoA1(g/L) 1.4 (0.4) 1.4 (0.4) 1.4 (0.4) 0.47

 ApoB (g/L) 0.9 (0.3) 0.9 (0.3) 0.9 (0.3) 0.32

No. of subjects (%)

Race/Ethnicity 0.01*

 White 5258 430 (74.7%) 4828 (69.7%)

 Black 2243 146 (25.3%) 2097 (30.3%)

Smoking habit 0.60

 Never 3973 305 (53.0%) 3668 (53.0%)

 Ever 1667 136 (23.6%) 1531 (22.1%)

 Current 1861 135 (23.4%) 1726 (24.9%)

Alcohol consumption 0.62

 Never 2677 207 (35.9%) 2470 (35.7%)

 Ever 1199 84 (14.6%) 1115 (16.1%)

 Current 3625 285 (49.5%) 3340 (48.2%)

Hypertension 0.68

 Yes 2675 210 (36.5%) 2465 (35.6%)

 No 4826 366 (63.5%) 4460 (64.4%)

 Diabetes 0.88

 Yes 769 58 (10.1%) 711 (10.3%)

 No 6732 518 (89.9%) 6214 (89.7%)

 Hypercholesterolemia 0.75

 Yes 3261 254 (44.1%) 3007 (43.4%)

 No 4240 322 (55.9%) 3918 (56.6%)

Healthy diet score 0.86

 Non-poor 6284 481 (83.5%) 5803 (83.8%)

 Poor 1217 95 (16.5%) 1122 (16.2%)

Physical activity 0.67

 Non-poor 4399 333 (57.8%) 4066 (58.7%)

 Poor 3102 243 (42.2%) 2859 (41.3%)

Menopausal status 0.38

 Premenopause 2121 172 (29.9%) 1949 (28.1%)

 Postmenopause 5380 404 (70.1%) 4976 (71.9%)

Education level 0.61

 Below High school 1793 137 (23.8%) 1656 (23.9%)

 High school/graduate school 3340 247 (42.9%) 3093 (44.7%)

 College/graduate/professional school 2368 192 (33.3%) 2176 (31.4%)

Income (US$/Year) 0.53

  < 16,000 2017 150 (26.0%) 1867 (27.0%)

  ≥ 16,000 to < 25,000 1145 99 (17.2%) 1046 (15.1%)

  ≥ 25,000 to < 35,000 1665 116 (20.1%) 1549 (22.4%)

  ≥ 35,000 to < 50,000 1210 98 (17.1%) 1112 (16.0%)

  ≥ 50,000 1464 113 (19.6%) 1351 (19.5%)

* P-value < 0.05, statistically significant difference between women with and without breast cancer

Continuous variables presented as Mean (SD) and categorical variables presented as N (%)
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1.29, 95% CI 1.04–1.61), however, other cardiovascu-
lar risk factors: smoking habits, hypertension, diabetes, 
hypercholesterolemia, poor healthy diet score, and poor 
physical activity were not individually associated with 
the incidence of breast cancer after adjusting for age and 
jointly adjusted for age, race/ethnicity, menopausal sta-
tus, education level or income, or after further multivari-
able adjustments.

[combining cardiovascular risk factors and breast cancer 
incidence
The graphical representation of the risk of breast can-
cer stratified by the number of cardiovascular risk fac-
tors is shown in Fig.  2. The cumulative risk curves for 
breast cancer continued to diverge during the follow-up 
period in subjects with three or greater cardiovascular 
risk factors. Figure  3 shows the dose-response associa-
tion between the number of cardiovascular risk factors 
and breast cancer incidence, indicating that as the num-
ber of cardiovascular risk factors increased, the HR value 
increased. Table  4 shows the association of combined 
cardiovascular risk factors with breast cancer incidence. 
Compared to women with fewer than three risk factors, 
women with at least three cardiovascular risk factors had 
a higher risk of developing breast cancer. (unadjusted 
HR 1.15, 95% CI 0.97–1.36; adjusted HR 1.27, 95% CI 
1.06–1.53).

Stratified analyses of cardiovascular risk factors for breast 
cancer incidence
Considering that race/ethnicity and menopausal status 
might influence breast cancer incidence, we performed 
a stratified analysis of individual cardiovascular risk 
factors (Table  5) for breast cancer incidence. Among 
individual cardiovascular risk factors, a significant asso-
ciation remained among postmenopausal White women 
with obesity status and breast cancer risk (HR 1.49, 
95% CI 1.11–2.01), while an inverse association was 
observed between postmenopausal Black women classi-
fied as overweight and breast cancer risk (HR 0.44, 95% 
CI 0.24–0.78). Moreover, current smokers experienced 
a higher risk of breast cancer than non-smokers among 
postmenopausal Black women (HR 1.88, 95% CI 1.19–
2.96). In addition, women with poor healthy diet score 
experienced a higher risk of breast cancer (HR 1.61, 95% 
CI 1.02–2.54). However, no association was observed for 
other individual cardiovascular risk factors in the strati-
fied analyses.

The associations between breast cancer and combined 
cardiovascular risk factors stratified by race/ethnic-
ity and menopausal status are shown in Table 6. Among 
Black women, a significant association still remained 
among postmenopausal women with at least three 

cardiovascular risk factors (HR 2.02, 95% CI 1.32–3.11), 
but women having fewer than three cardiovascular risk 
factors did not present any significant association with 
breast cancer risk. In addition, a combination of car-
diovascular risk factors was not associated with any risk 
of breast cancer risk in premenopausal Black women. 
Moreover, no significant association was observed for 
combined cardiovascular risk factors and breast cancer 
incidence among premenopausal White and postmeno-
pausal women. Furthermore, we were surprised to find 
that postmenopausal women (2109/5380, 39.2%), in gen-
eral, or Black women (678/2243, 50.0%) presented higher 
rates of three or more cardiovascular risk factors, than 
all premenopausal women (515/2121 24.3%) or White 
women (1367/5258, 26.0%).

Discussion
The present analysis of incident breast cancer risk in a 
large-scale community-based cohort demonstrated there 
was an increased risk of breast cancer among women 
presenting the following characteristics: White women, 
and premenopausal status in midlife. Considering indi-
vidual cardiovascular risk factors, only obesity was inde-
pendently associated with an increased risk of breast 
cancer incidence for all women. In addition, there was 
a significantly strong association between the number of 
cardiovascular risk factors and breast cancer incidence 
over a nearly 20-year follow-up, indicating that hav-
ing at least three cardiovascular risk factors was asso-
ciated with increased breast cancer risk for all women, 
although this risk increased among postmenopausal 
Black women. No such association was observed among 
White women. The finding that White women or pre-
menopausal in midlife were more likely to develop breast 
cancer, is consistent with our current understanding 
[11]. Although menopausal status at diagnosis is more 
relevant to the incidence of breast cancer, one point that 
should be mentioned is that, in general, we consider late 
age at menopause associated with prolonged estrogen 
exposure, which may be related to the timing of onset of 
cardiovascular risk factors.

In the present study, among the cardiovascular risk 
factors evaluated, obesity was the only factor indepen-
dently associated with an increased breast cancer risk, 
however, the association between individual cardio-
vascular risk factors and incident breast cancer is still 
contradictory. Herein, we demonstrated that there was 
an obvious strong association between obesity and 
increased breast cancer incidence. Recent studies have 
demonstrated that premenopausal women with a high 
BMI exhibit an inverse association with breast cancer 
risk, while postmenopausal women with a high BMI 
show a positive correlation with higher breast cancer 
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Table 2 Hazard ratios (HRs) of clinical factors for breast cancer incidence

Model 1
HR (95% CI)a

Model 2
HR (95% CI)b

Model 3
HR (95% CI)c

Continuous variables
 BMI 1.05 (0.96, 1.14) 1.08 (0.99, 1.18) 0.90 (0.75, 1.08)

 Waist-to-hip ratio 0.99 (0.91, 1.07) 1.01 (0.93, 1.11) 0.94 (0.86, 1.04)

 Blood glucose level 1.07 (0.98, 1.16) 1.09 (1.00, 1.19)* 1.09 (0.96, 1.23)

 TC 0.97 (0.90, 1.06) 0.96 (0.89, 1.05) 0.99 (0.88, 1.12)

 HDL 0.97 (0.90, 1.06) 0.97 (0.89, 1.05) 1.01 (0.92, 1.10)

 LDL 0.99 (0.91, 1.07) 1.01 (0.92, 1.10) 1.01 (0.90, 1.13)

 TG 1.01 (0.93, 1.10) 1.02 (0.94, 1.11) 0.98 (0.89, 1.08)

 ApolA1 1.00 (0.92, 1.09) 1.00 (0.92, 1.09) 1.03 (0.95, 1.13)

 ApolB 1.01 (0.93, 1.10) 1.04 (0.95, 1.13) 1.03 (0.93, 1.14)

Categorical variables
 Waist-to-hip ratio
   ≤ 0.85 Reference Reference Reference

   > 0.85 0.98 (0.82, 1.17) 1.02 (0.85, 1.23) 0.92 (0.75, 1.12)

 Blood glucose level (mmol/L)
   < 5.6 Reference Reference Reference

   ≥ 5.6 to < 7.0 1.05 (0.87, 1.26) 1.08 (0.90, 1.30) 1.03 (0.85, 1.25)

   ≥ 7.0 1.17 (0.89, 1.55) 1.28 (0.96, 1.70) 1.18 (0.75, 1.85)

 TC (mmol/L)
  Q1 Reference Reference Reference

  Q2 0.92 (0.73, 1.16) 0.93 (0.73, 1.17) 0.93 (0.73, 1.17)

  Q3 0.95 (0.76, 1.19) 0.99 (0.79, 1.26) 0.89 (0.61, 1.29)

  Q4 0.83 (0.65, 1.05) 0.88 (0.69, 1.12) 0.75 (0.48, 1.18)

 HDL (mmol/L)
  Q1 Reference Reference Reference

  Q2 0.89 (0.70, 1.12) 0.88 (0.70, 1.11) 0.91 (0.72, 1.15)

  Q3 0.94 (0.75, 1.18) 0.92 (0.73, 1.16) 1.00 (0.79, 1.26)

  Q4 0.84 (0.67, 1.06) 0.83 (0.65, 1.04) 0.92 (0.72, 1.18)

 LDL (mmol/L)
  Q1 Reference Reference Reference

  Q2 0.97 (0.77, 1.22) 0.97 (0.77, 1.22) 0.95 (0.76, 1.21)

  Q3 0.95 (0.75, 1.19) 0.98 (0.78, 1.23) 0.91 (0.70, 1.20)

  Q4 0.86 (0.68, 1.09) 0.92 (0.72, 1.16) 0.82 (0.59, 1.15)

 TG (mmol/L)
  Q1 Reference Reference Reference

  Q2 1.04 (0.82, 1.33) 1.06 (0.83, 1.35) 1.04 (0.81, 1.32)

  Q3 1.17 (0.93, 1.48) 1.23 (0.97, 1.56) 1.17 (0.91, 1.49)

  Q4 1.11 (0.88, 1.42) 1.18 (0.92, 1.51) 1.07 (0.82, 1.41)

 Race/Ethnicity
  Black Reference Reference Reference

  White 1.16 (0.96, 1.40) 1.18 (0.96, 1.46) 1.31 (1.05, 1.63)*

 Alcohol drinking habit
  Never Reference Reference Reference

  Ever 0.96 (0.74, 1.23) 0.93 (0.72, 1.20) 0.91 (0.70, 1.18)

  Current 1.06 (0.88, 1.27) 1.00 (0.82, 1.21) 0.99 (0.81, 1.22)

 Menopausal status
  Postmenopause Reference Reference Reference

  Premenopause 1.47 (1.23, 1.77)* 1.49 (1.23, 1.79)* 1.50 (1.24, 1.81)*
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risk. The latter study is consistent with our findings, 
which provide further evidence demonstrating that the 
impact of obesity on breast cancer risk varies based 
on menopausal status. A meta-analysis showed that an 
inverse association between physical activity and breast 
cancer risk can be subdivided into menopausal status, 
whereby a stronger association between physical activ-
ity and breast cancer risk was found for premenopausal 
women but such association was not been observed in 
the present study [22]. Similar results were obtained in 
another study showing no association between physical 
activity and breast cancer incidence in the ARIC study 
regardless of menopausal status [23]. Possible explana-
tion for this null association was the subset of the pre-
menopausal women was too small for the study. A recent 
study suggested breast cancer risk was lower in women 
with high compared to low prudent/healthy dietary pat-
terns (OR 0.89, 95%CI 0.81–0.99), indicating women 
with high fruit and vegetable intake and those that 
included poultry, fish, low-fat dairy and whole grains in 
their diet were less likely to develop breast cancer [7]. 
Furthermore, the present study suggested Black post-
menopausal women with poor healthy diet scores had a 
61% higher risk of developing breast cancer, which con-
sistent with a meta-analysis of large prospective cohort 
studies [24]. In addition, although smoking habit was 
not associated with a higher incidence of breast cancer 
in our study, the stratified analysis identified a positive 
association between current smoking status and breast 
cancer risk among postmenopausal Black women but 
no such association in postmenopausal White women, 
suggesting that the association between smoking and 

postmenopausal breast cancer was inconsistent across 
racial/ethnic groups [25]. However, a recent multieth-
nic cohort study reported that higher breast cancer 
risk related to smoking habits was similar across racial/
ethnic groups (African Americans, Japanese Ameri-
cans, Latinos, Native Hawaiians and White women). 
Thus, the implication of smoking status as a risk factor 
requires further study and elucidation. Moreover, our 
analysis of serum lipid levels and the incidence of breast 
cancer found that none of the lipid biomarkers consid-
ered in this study were associated with the incidence of 
breast cancer, which is in agreement with the findings 
of a prospective study from the Women’s Health Study 
[26], although some studies have indicated there is an 
inverse association between high-density lipoprotein 
cholesterol (HDL-C) levels and breast cancer risk and 
a positive association between low-density lipoprotein 
cholesterol (LDL-C) levels and breast cancer risk [27]. 
A stratified analysis of the lipid biomarkers was not per-
formed in the present study while another study showed 
no association in the total population but inverse asso-
ciation between HDL-C and breast cancer incidence in 
postmenopausal women in the ARIC study [28]. Further 
study between lipid biomarker for breast cancer inci-
dence according to the menopausal status was needed. 
With regard to diabetes, our study showed there was 
no association between a history of diabetes and the 
incidence of breast cancer, which is inconsistent with 
several studies [29]. One possibility for the conflicting 
results involves the pharmacological treatment of diabe-
tes, which may influence the development of breast can-
cer, and breast cancer risk also varied across different 

Table 2 (continued)

Model 1
HR (95% CI)a

Model 2
HR (95% CI)b

Model 3
HR (95% CI)c

 Education level
  Below High school Reference Reference Reference

  High school/ graduate school 0.95 (0.77, 1.17) 0.90 (0.72, 1.12) 0.93 (0.74, 1.16)

  College/ graduate/ professional school 1.08 (0.87, 1.35) 1.02 (0.80, 1.30) 1.09 (0.85, 1.40)

 Income (US$/Year)
   < 16,000 Reference Reference Reference

   ≥ 16,000 to < 25,000 1.13 (0.88, 1.46) 1.08 (0.83, 1, 41) 1.10 (0.84, 1.44)

   ≥ 25,000 to < 35,000 0.92 (0.72, 1.17) 0.84 (0.65, 1.09) 0.87 (0.67, 1.13)

   ≥ 35,000 to < 50,000 1.09 (0.84, 1.40) 0.96 (0.72, 1.27) 1.00 (0.75, 1.33)

   ≥ 50,000 1.08 (0.85, 1.38) 0.89 (0.67, 1.19) 0.95 (0.71, 1.27)

Hazard ratios for continuous variables are expressed as unit change per 1 SD
a  Model 1 adjusted for no factors
b  Model 2 adjusted for race/ethnicity, menopausal status, education level, and income
c  Model 3 adjusted for variables in model 2 plus cardiovascular risk factor (Obesity status, hypertension, diabetes, hypercholesterolemia, smoking habit, healthy diet 
scores, and physical activity)

* P-value < 0.05
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races/ethnicities. Metformin use in women with dia-
betes was associated with a lower incidence of invasive 
breast cancer [30, 31]. The present study also found that 
blood glucose levels weakly associated with breast can-
cer risk, but this significant difference disappeared after 
adjusting for cardiovascular risk factors. Above all, this 
study suggested that individual cardiovascular risk fac-
tors had a limited impact on the occurrence of breast 
cancer and breast cancer is a consequence of the combi-
nation of multiple risk factors.

We were surprised to observe there was a significant 
trend for higher breast cancer incidence in patients 
exhibiting a large number of cardiovascular risk factors. 
The combined effects of cardiovascular risk factors on 
breast cancer incidence stratified by race/ethnicity and 
menopausal status, to our knowledge, have not been pre-
viously considered in the literature.

Indeed, the finding that combined effects may influ-
ence the incidence of breast cancer was consistent with 
a meta-analysis published in 2019, which suggested 
that the metabolic syndrome (i.e., defined as the pres-
ence of at least three of the following five components: 
abdominal obesity, high triglycerides, low HDL-C, high 
blood glucose, and high blood pressure) was associ-
ated with a significantly increased risk of breast cancer, 
particularly among postmenopausal women, although 
the studies examined mainly concerned Caucasian and 
Asian women [32]. Further, a large cross-sectional study 
revealed that fewer than 1% of adults from the United 
States present ideal levels of all seven cardiovascu-
lar health components: cardiovascular health behavior 
(diet, physical activity, BMI, smoking) or cardiovascular 
health factors (blood pressure, total cholesterol, fasting 
blood glucose, smoking), indicating that a large propor-
tion of American adults exhibit poor and intermediate 
risk cardiovascular disease factors, and thus represent 
a large target population [33]. In another study, partici-
pants meeting the goals of six to seven ideal health met-
rics (2.7% of the population) had a 51% lower risk of all 
incident cancer but the association with breast cancer 
was not statistically significant (P for trend = 0.11) [34]. 
However, in the present study, instead of cardiovascular 
health components, we assessed the potential association 
between cardiovascular risk factors and breast cancer 
incidence, and consequently found that the presence of at 
least three cardiovascular risk factors increased the rate 
of breast cancer incidence, especially among postmeno-
pausal Black women.

The current study provides evidence of the associa-
tion between race/ethnicity and menopausal status in 
American women. The findings of the present study con-
tradict those of our previous study and warrants further 
discussion. We found that White women, and women 
with premenopausal status in midlife are more likely to 
develop breast cancer, however, in the stratified analysis 
we demonstrated having at least three cardiovascular 
risk factors was associated with increased breast cancer 
risk in postmenopausal Black women instead of in White 
women. Several studies have reported that the preva-
lence of comorbidities (i.e., obesity, diabetes, hyperten-
sion, cardiovascular disease, and respiratory disease) is 
higher, particularly among Black women [35, 36]. Our 
study found a similar variation, showing that 50.0% of 
Black women and 39.2% of postmenopausal women 
exhibited ≥3 cardiovascular risk factors, while the 
prevalence among White women was 26.0% and among 
premenopausal women the prevalence was 24.3%. Thus, 
our findings show there is variability in cardiovascular 
risk factors among women incidentally diagnosed with 

Table 3 Hazard ratios (HRs) of individual cardiovascular risk 
factors for breast cancer incidence

a  Model 1 no adjustments
b  Model 2 adjusted for race/ethnicity, menopausal status, education level, and 
income
c  Model 3 adjusted for variables in model 2 plus cardiovascular risk factor 
(Obesity status, hypertension, diabetes, hypercholesterolemia, smoking habit, 
healthy diet score, and physical activity)

* P-value < 0.05

Model 1
HR (95% CI)a

Model 2
HR (95% CI)b

Model 3
HR (95% CI)c

Obesity status
 Normal weight Reference Reference Reference

 Underweight 0.91 (0.40, 2.05) 0.97 (0.43, 2.19) 0.92 (0.41, 2.08)

 Overweight 1.08 (0.88, 1.32) 1.14 (0.93, 1.40) 1.14 (0.92, 1.40)

 Obesity 1.21 (0.99, 1.48) 1.32 (1.06, 1.63)* 1.29 (1.04, 1.61)*

Hypertension
 No Reference Reference Reference

 Yes 1.01 (0.85, 1.20) 1.09 (0.91, 1.31) 1.04 (0.86, 1.25)

Diabetes
 No Reference Reference Reference

 Yes 1.11 (0.85, 1.46) 1.19 (0.90, 1.57) 1.13 (0.85, 1.51)

Hypercholesterolemia
 No Reference Reference Reference

 Yes 0.94 (0.80, 1.11) 0.99 (0.84, 1.17) 0.98 (0.83, 1.16)

Smoking habit
 Never Reference Reference Reference

 Ever 1.06 (0.87, 1.30) 1.04 (0.85, 1.28) 1.06 (0.86, 1.29)

 Current 1.08 (0.88, 1.32) 1.09 (0.89, 1.33) 1.12 (0.91, 1.38)

Healthy diet score
 Non-poor Reference Reference Reference

 Poor 1.07 (0.86, 1.33) 1.08 (0.86, 1.34) 1.07 (0.86, 1.34)

Physical activity
 Non-poor Reference Reference Reference

 Poor 1.11 (0.94, 1.31) 1.17 (0.99, 1.39) 1.14 (0.95, 1.35)



Page 10 of 14Zeng et al. BMC Cancer          (2022) 22:534 

Fig. 2 Kaplan-Meier curves for cumulative breast cancer incidence in subjects with a combination of cardiovascular risk factors. Shown is 
the association between a combination of cardiovascular risk factors and the incidence of breast cancer during the 23-year study period. Red 
lines indicate individuals having ≥3 cardiovascular risk factors. Compared with women without cardiovascular risk factors, women having ≥3 
cardiovascular risk factors had a 27% higher cumulative breast cancer incidence (HR 1.27, 95% CI: 1.06–1.53, adjusted for race/ethnicity, menopausal 
status, education level, and income). However, no significant association was observed for women having < 3 cardiovascular risk factors

Fig. 3 Restricted cubic spline for breast cancer incidence in subjects with a combination of cardiovascular risk factors. Shown is the dose-response 
relationship between a combination of cardiovascular risk factors and the incidence of breast cancer. Red lines indicate hazard ratios and green 
lines indicate 95% confidence intervals. Adjusted HRs are from the Cox proportional hazards model with adjustment for race/ethnicity, menopausal 
status, education level, and income
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breast cancer in terms of race/ethnicity and menopausal 
status.

We may hypothesize that the potential mechanism 
for these differences involves the presence of circulat-
ing estrogen and adipokine levels, which may act as 

potential mediators linking cardiovascular risk factors 
and breast cancer. Indeed, ovarian synthesis of endoge-
nous hormones is confirmed to play a role in breast can-
cer, especially in premenopausal breast cancer, although 
endogenous hormones decelerate the progression of car-
diovascular risk in premenopausal women [37]. None-
theless, after menopause, due to the loss of direct effects 
of estrogen on the cardiovascular system, women are 
more likely to experience increased risk of cardiovas-
cular disease. In addition, estradiol is produced primar-
ily in adipose tissue, therefore postmenopausal women 
exhibiting cardiovascular risk factors, including obesity 

and hypercholesterolemia, tend to have higher circulat-
ing levels of estradiol [38]. Moreover, hyperinsulinemia 
may also promote breast cancer by increasing circulat-
ing estrogen levels, a factor that has been associated 
with breast cancer risk in postmenopausal women [39] 

Table 4 Hazard ratios (HRs) of combinations of cardiovascular 
risk factors in relation to breast cancer risk

a  Model 1 adjusted for no factor
b  Model 2 adjusted for race/ethnicity, menopausal status, education level, and 
income

* P-value < 0.05

Number of 
cardiovascular
risk factors

Number of 
subjects

Model 1
HR (95% CI)a

Model 2
HR (95% CI)b

0–2 4877 Reference Reference

≥ 3 2624 1.15 (0.97, 1.36) 1.27 (1.06, 1.53)*

Table 5 Stratified analysis of hazard ratios (HRs) of individual cardiovascular risk factors for breast cancer incidence by race/ethnicity 
and menopausal status

Adjusted for education level, income plus cardiovascular risk factor (obesity status, hypertension, diabetes, hypercholesterolemia, smoking habit, healthy diet score, 
and physical activity)

* P-value < 0.05

White Black

Premenopause Postmenopause Premenopause Postmenopause

HR (95% CI) HR (95% CI) HR (95% CI) HR (95% CI)

Obesity status
 Normal weight Reference Reference Reference Reference

 Underweight 1.29 (0.18, 9.42) 0.70 (0.22, 2.21) 2.80 (0.27, 28.80) 1.00 (0.13, 7.48)

 Overweight 1.47 (0.99, 2.18) 1.22 (0.92, 1.61) 2.24 (0.63, 7.92) 0.44 (0.24, 0.78)*

 Obesity 0.95 (0.57, 1.57) 1.49 (1.11, 2.01)* 2.02 (0.57, 7.16) 0.86 (0.52, 1.42)

Hypertension
 No Reference Reference Reference Reference

 Yes 0.96 (0.60, 1.52) 0.94 (0.73, 1.21) 1.82 (0.93, 3.54) 1.22 (0.81, 1.85)

Diabetes
 No Reference Reference Reference Reference

 Yes 1.72 (0.81, 3.64) 0.86 (0.54, 1.39) 0.74 (0.27, 2.04) 1.46 (0.92, 2.31)

Hypercholesterolemia
 No Reference Reference Reference Reference

 Yes 0.90 (0.61, 1.34) 0.96 (0.76, 1.20) 0.88 (0.43, 1.79) 1.22 (0.83, 1.79)

Smoking habit
 Never Reference Reference Reference Reference

 Ever 1.11 (0.75, 1.65) 0.95 (0.72, 1.26) 0.74 (0.28, 1.97) 1.47 (0.90, 2.42)

 Current 0.89 (0.55, 1.44) 1.03 (0.77, 1.37) 1.01 (0.48, 2.19) 1.88 (1.19, 2.96)*

Healthy diet score
 Non-poor Reference Reference Reference Reference

 Poor 0.89 (0.54, 1.46) 0.96 (0.69, 1.33) 1.24 (0.57, 2.69) 1.61 (1.02, 2.54)*

Physical activity
 Non-poor Reference Reference Reference Reference

 Poor 1.38 (0.96, 1.99) 1.13 (0.89, 1.44) 1.14 (0.58, 2.25) 0.95 (0.64, 1.41)
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and is also associated with the activation of insulin/IGF 
signaling, and dyslipidemia, which are commonly consid-
ered mechanisms involved in breast cancer. Conversely, 
adiponectin, which is produced exclusively or predomi-
nantly by adipose tissue, is considered a protective factor 
as it exerts anti-vascular, anti-inflammatory, antidiabetic, 
and insulin-sensitizing effects [40]. A growing number of 
studies have demonstrated a significant inverse associa-
tion between serum adiponectin levels and breast cancer 
[41]. Moreover, researchers have reported that lower lev-
els of high molecular weight adiponectin in postmeno-
pausal women were significantly associated with a higher 
BMI, type 2 diabetes, hypertension, glucose, and insu-
lin levels, and lower HDL-C levels (P < 0.01 for all) [42]. 
Thus, lower levels of high molecular weight adiponectin 
are associated with increased numbers of cardiovascular 
risk factors, and may play role in mechanisms underly-
ing the association between cardiovascular risk factors 
and postmenopausal breast cancer. It follows, therefore, 
that circulating estrogen and adipokines may play a role 
in the association between combined cardiovascular risk 
factors and breast cancer, especially in postmenopausal 
Black women.

Based on the findings of our study, we recommend that 
individuals presenting numerous cardiovascular risk fac-
tors should receive more attention, appropriate screen-
ing, and careful follow-up, particularly among the Black 
women, as a preventative strategy for the occurrence of 
breast cancer and other diseases. In addition, caution 
should also be exercised in other countries, as the cur-
rent results derived from a population sample from the 
United States.

The strengths of our study included the analysis of a 
population-based prospective cohort consisting of a 
long follow-up duration. We were able to obtain infor-
mation about cardiovascular risk factors in the study 
designed to investigate atherosclerosis risk factors in 
four communities in the United States. However, this 
study has several limitations. Although the sample size 
was adequately powered, it was relatively small for the 
present study. We did not further explore the asso-
ciation between cardiovascular risk factors and breast 

cancer subtypes due to absence of histologic informa-
tion. Second, baseline characteristic and cardiovascular 
risk factors were obtained through interviews at Visit 1, 
without considering behavior changes occurring during 
the follow-up period. Third, our results might be sus-
ceptible to residual confounding due to missing infor-
mation for some covariates. Although the interaction 
only existed between cardiovascular risk factors and 
race/ethnicity, we still stratified menopausal status to 
explore the association of combined cardiovascular risk 
factors with breast cancer because estrogen exposure 
plays important role in breast cancer and cardiovascular 
risk factors.

Conclusion
The novel findings in this study demonstrate that combi-
nations of cardiovascular risk factors are associated with 
an increased risk of breast cancer in participants of the 
ARIC Study cohort, while the effect of individual cardio-
vascular risk factors is limited to obesity alone. Having 
≥3 cardiovascular risk factors increased the rate of breast 
cancer by 27%, and was particularly significant among 
postmenopausal Black women in the United States. In 
a public health perspective, joint interventions aimed at 
modifying cardiovascular risk factors could be used to 
prevent breast cancer in these higher-risk individuals.

Abbreviations
ARIC: Atherosclerosis Risk in Communities; HR: Hazard ratio; CI: Confidence 
intervals; TC: Total cholesterol; TG: Triglyceride; HDL-C: High-density lipoprotein 
cholesterol; LDL-C: Low-density lipoprotein cholesterol; Apo AI: Apolipopro-
tein AI; Apo B: Apolipoprotein B; BMI: Body mass index; CRF: Cardiovascular risk 
factors.

Acknowledgements
Not applicable.

Authors’ contributions
XZ, SJ, CY, and JD contributed to the study conception and design. LZ, HL, ZG, 
JG, and ML contributed to the acquisition of data. All authors contributed to 
the analysis and interpretation of data. XZ, SR, and YC contributed to the draft-
ing of the manuscript. All authors contributed to the critical revision of the 
manuscript. JD contributed to the project administration, validation, writing 

Table 6 Stratified analysis of Hazard ratios (HRs) of combinations of cardiovascular risk factors for breast cancer incidence by race/
ethnicity and menopausal status

Adjusted covariates included education level and income. *P-Value < 0.05

Number of 
cardiovascular risk 
factors

White Black

Premenopause Postmenopause Premenopause Postmenopause

N HR (95%CI) N HR (95%CI) N HR (95%CI) N HR (95%CI)

0–2 1357 Reference 2534 Reference 249 Reference 737 Reference

≥ 3 284 1.05 (0.66, 1.66) 1083 1.12 (0.87, 1.44) 231 1.48 (0.77, 2.84) 1026 2.02 (1.32, 3.11)*



Page 13 of 14Zeng et al. BMC Cancer          (2022) 22:534  

review, and editing. JD obtained the funding. All authors read and approved 
the final manuscript.

Funding
This study was funded by President Foundation of Nanfang Hospital, Southern 
Medical University, China (grant number 2016 L007). The funding body did not 
play a role in the design of the study and collection, analysis, and interpreta-
tion of data and in writing the manuscript. No conflict of interests should be 
disclosed.

Availability of data and materials
All data generated or analysed during this study are included in this published 
article and its supplementary information files.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Breast Center, Department of General Surgery, Nanfang Hospital, Southern 
Medical University, No.1838 North Guangzhou Avenue, Guangzhou 510515, 
China. 2 Institute of Hematological Research, Shaanxi Provincial People’s 
Hospital, Xi’an 710000, China. 3 Department of Ultrasonography, Nanfang 
Hospital, Southern Medical University, Guangzhou 510515, China. 4 Depart-
ment of Cardiology, The First Affiliated Hospital, Sun Yat-Sen University, 
Guangzhou 510700, China. 

Received: 12 November 2020   Accepted: 24 April 2022

References
 1. Siegel RL, Miller KD, Jemal A. Cancer statistics, 2019. CA Cancer J Clin. 

2019;69:7–34.
 2. Iacoviello L, Bonaccio M, de Gaetano G, et al. Epidemiology of breast 

cancer, a paradigm of the "common soil" hypothesis. Semin Cancer Biol. 
2021;72:4–10.

 3. Koene RJ, Prizment AE, Blaes A, et al. Shared risk factors in cardiovascular 
disease and Cancer. Circulation. 2016;133:1104–14.

 4. Lloyd-Jones DM, Hong Y, Labarthe D, et al. Defining and setting national 
goals for cardiovascular health promotion and disease reduction: the 
American Heart Association’s strategic impact goal through 2020 and 
beyond. Circulation. 2010;121:586–613.

 5. Macacu A, Autier P, Boniol M, et al. Active and passive smoking and risk of 
breast cancer: a meta-analysis. Breast Cancer Res Treat. 2015;154:213–24.

 6. Munsell MF, Sprague BL, Berry DA, et al. Body mass index and breast 
cancer risk according to postmenopausal estrogen-progestin use and 
hormone receptor status. Epidemiol Rev. 2014;36:114–36.

 7. Brennan SF, Cantwell MM, Cardwell CR, et al. Dietary patterns and breast 
cancer risk: a systematic review and meta-analysis. Am J Clin Nutr. 
2010;91:1294–302.

 8. Touvier M, Fassier P, His M, et al. Cholesterol and breast cancer risk: a 
systematic review and meta-analysis of prospective studies. Br J Nutr. 
2015;114:347–57.

 9. Pereira A, Garmendia ML, Alvarado ME, et al. Hypertension and the risk of 
breast cancer in Chilean women: a case-control study. Asian Pac J Cancer 
Prev. 2012;13:5829–34.

 10. Larsson SC, Mantzoros CS, Wolk A. Diabetes mellitus and risk of breast 
cancer: a meta-analysis. Int J Cancer. 2007;121:856–62.

 11. Winters S, Martin C, Murphy D, et al. Breast Cancer epidemiology, preven-
tion, and screening. Prog Mol Biol Transl Sci. 2017;151:1–32.

 12. McPherson K, Steel CM, Dixon JM. ABC of breast diseases. Breast cancer-
epidemiology, risk factors, and genetics. Bmj. 2000;321:624–8.

 13. Stapleton SM, Oseni TO, Bababekov YJ, et al. Race/ethnicity and age 
distribution of breast Cancer diagnosis in the United States. JAMA Surg. 
2018;153:594–5.

 14. The Atherosclerosis Risk in Communities (ARIC) Study: design and objec-
tives. The ARIC investigators. Am J Epidemiol. 1989;129:687–702.

 15. Papp AC, Hatzakis H, Bracey A, et al. ARIC hemostasis study--I. develop-
ment of a blood collection and processing system suitable for multi-
center hemostatic studies. Thromb Haemost. 1989;61:15–9.

 16. Giffen CA, Wagner EL, Adams JT, et al. Providing researchers with online 
access to NHLBI biospecimen collections: the results of the first six years 
of the NHLBI BioLINCC program. PLoS One. 2017;12:e0178141.

 17. Giffen CA, Carroll LE, Adams JT, et al. Providing contemporary access 
to historical biospecimen collections: development of the NHLBI 
biologic specimen and data repository information coordinating center 
(BioLINCC). Biopreserv Biobank. 2015;13:271–9.

 18. Pi-Sunyer FX, Becker DM, Bouchard C, et al. Executive summary of the 
clinical guidelines on the identification, evaluation, and treatment of 
overweight and obesity in adults. Arch Intern Med. 1998;158:1855–67.

 19. Willett WC, Sampson L, Stampfer MJ, et al. Reproducibility and validity 
of a semiquantitative food frequency questionnaire. Am J Epidemiol. 
1985;122:51–65.

 20. Baecke JA, Burema J, Frijters JE. A short questionnaire for the measure-
ment of habitual physical activity in epidemiological studies. Am J Clin 
Nutr. 1982;36:936–42.

 21. Schroeder EB, Liao D, Chambless LE, et al. Hypertension, blood pressure, 
and heart rate variability: the Atherosclerosis Risk in Communities (ARIC) 
study. Hypertension (Dallas, Tex : 1979). 2003;42:1106–11.

 22. Wu Y, Zhang D, Kang S. Physical activity and risk of breast cancer: 
a meta-analysis of prospective studies. Breast Cancer Res Treat. 
2013;137:869–82.

 23. Mertens AJ, Sweeney C, Shahar E, et al. Physical activity and breast cancer 
incidence in middle-aged women: a prospective cohort study. Breast 
Cancer Res Treat. 2006;97:209–14.

 24. Du M, Liu SH, Mitchell C, et al. Associations between diet quality scores 
and risk of postmenopausal estrogen receptor-negative breast Cancer: a 
systematic review. J Nutr. 2018;148:100–8.

 25. Gram IT, Park SY, Maskarinec G, et al. Smoking and breast cancer risk by 
race/ethnicity and oestrogen and progesterone receptor status: the 
multiethnic cohort (MEC) study. Int J Epidemiol. 2019;48:501–11.

 26. Chandler PD, Song Y, Lin J, et al. Lipid biomarkers and long-term risk of 
cancer in the Women’s health study. Am J Clin Nutr. 2016;103:1397–407.

 27. Nowak C, Arnlov J. A Mendelian randomization study of the effects of 
blood lipids on breast cancer risk. Nat Commun. 2018;9:3957.

 28. Kucharska-Newton AM, Rosamond WD, Mink PJ, et al. HDL-cholesterol 
and incidence of breast cancer in the ARIC cohort study. Ann Epidemiol. 
2008;18:671–7.

 29. Salinas-Martinez AM, Flores-Cortes LI, Cardona-Chavarria JM, et al. Predia-
betes, diabetes, and risk of breast cancer: a case-control study. Arch Med 
Res. 2014;45:432–8.

 30. Onitilo AA, Stankowski RV, Berg RL, et al. Type 2 diabetes mellitus, glyce-
mic control, and cancer risk. Eur J Cancer Prev. 2014;23:134–40.

 31. Chlebowski RT, McTiernan A, Wactawski-Wende J, et al. Diabetes, 
metformin, and breast cancer in postmenopausal women. J Clin Oncol. 
2012;30:2844–52.

 32. Guo M, Liu T, Li P, et al. Association between metabolic syndrome and 
breast Cancer risk: an updated Meta-analysis of follow-up studies. Front 
Oncol. 2019;9:1290.

 33. Shay CM, Ning H, Allen NB, et al. Status of cardiovascular health in US 
adults: prevalence estimates from the National Health and nutrition 
examination surveys (NHANES) 2003-2008. Circulation. 2012;125:45–56.

 34. Rasmussen-Torvik LJ, Shay CM, Abramson JG, et al. Ideal cardiovascular 
health is inversely associated with incident cancer: the atherosclerosis risk 
in communities study. Circulation. 2013;127:1270–5.

 35. Yedjou CG, Sims JN, Miele L, et al. Health and racial disparity in breast 
Cancer. Adv Exp Med Biol. 2019;1152:31–49.

 36. Tammemagi CM, Nerenz D, Neslund-Dudas C, et al. Comorbidity and 
survival disparities among black and white patients with breast cancer. 
Jama. 2005;294:1765–72.



Page 14 of 14Zeng et al. BMC Cancer          (2022) 22:534 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 37. Clemons M, Goss P. Estrogen and the risk of breast cancer. N Engl J Med. 
2001;344:276–85.

 38. Grodstein F, Stampfer MJ, Manson JE, et al. Postmenopausal estrogen 
and progestin use and the risk of cardiovascular disease. N Engl J Med. 
1996;335:453–61.

 39. Kang C, LeRoith D, Gallagher EJ. Diabetes, obesity, and breast Cancer. 
Endocrinology. 2018;159:3801–12.

 40. Li J, Han X. Adipocytokines and breast cancer. Curr Probl Cancer. 
2018;42:208–14.

 41. Yu Z, Tang S, Ma H, et al. Association of serum adiponectin with breast 
cancer: A meta-analysis of 27 case-control studies. Medicine (Baltimore). 
2019;98:e14359.

 42. Ogorodnikova AD, Wassertheil-Smoller S, Mancuso P, et al. High-molecu-
lar-weight adiponectin and incident ischemic stroke in postmenopausal 
women: a Women’s Health Initiative study. Stroke. 2010;41:1376–81.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Cardiovascular risk factors and breast cancer incidence in a large middle-aged cohort study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study population
	Baseline characteristics
	Cardiovascular risk factors
	Identification of incident breast cancer cases
	Statistical analysis

	Results
	Patient characteristics
	Individual cardiovascular risk factors and breast cancer incidence
	[combining cardiovascular risk factors and breast cancer incidence
	Stratified analyses of cardiovascular risk factors for breast cancer incidence

	Discussion
	Conclusion
	Acknowledgements
	References


